
ities or chronic illness, and most felt that they had
experienced discrimination and lack of equal opportu-
nities, as well as hostile or unhelpful attitudes and
behaviours by colleagues.9 It is disconcerting that the
introduction of anti-discrimination legislation has as
yet failed to help health professionals with disabilities.

A second reason for health professionals’ inability to
relate to disability issues is the low numbers of students
with a disability who are admitted to medical school.
Particular concern was expressed regarding the under-
representation of people with disabilities in medicine
and the healthcare professions generally at the
“Enabling disabled doctors” conference. Although not a
main focus of the meeting, the problems faced by
people with disabilities who wish to gain entry to study
medicine and by students who become disabled during
their studies was of great concern. As indicated by the
Heidi Cox case such concern seems to be well founded
and is supported by the findings of another recent
workshop, “Teaching health professionals about disabil-
ity,” held by the Health Council, and supported by the
MRC Health Services Research Collaboration. This
workshop concluded that we need more doctors and
other healthcare professionals with disabilities in order
to help improve the poor engagement of health profes-
sionals with the experiences of disabled people in
general.5

Several years have passed since a BMA report
called for rigorous research into this area,9 which as yet
has failed to materialise. One interesting pointer, how-
ever, is a recent audit of the information made available
to the public on the websites of all UK medical, veteri-
nary, and dental schools,10 which indicates that,
although most medical schools provide some infor-
mation for applicants with disabilities, reference to key
policy documents is woefully inadequate.

Several creative ideas emerged from the two meet-
ings cited above, which, if acted on, could help enable
doctors with disabilities to take their rightful place in
medicine. Delegates suggested positive responses to
virtually all of the barriers identified and agreed that a
vital first step is to confirm by rigorous research that
the concerns and experiences reported by doctors with
disabilities are widespread and representative. Sec-
ondly, more role models of doctors with disabilities
who have succeeded in medicine are needed. This in

turn requires that representative numbers of disabled
students are admitted to medicine, and that all disabled
doctors and medical students are given the support
they are entitled to. Thirdly, we need to learn from the
sex and race equality gains that have occurred in soci-
ety in general. The medical profession—and doctors
with disabilities—would gain from engaging with other
health professionals with disabilities and with the wider
disability rights movement. Finally, and perhaps most
importantly, a meaningful partnership must be struck
with key organisations—including the GMC, the royal
colleges, and the Department of Health (and devolved
equivalents)—if we are to develop and integrate
policies that will deliver real change.
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When to retract?
Reserve retraction for fraud and major error

Today we are retracting a study that seemed to
show that the outcome of pregnancy in
diabetic women in northeast England was

worse than that of diabetic women in Norway.1–3 The
authors have realised that they made a fundamental
mistake.2 Data collected in Norway were meant to
exclude codes for gestational diabetes but didn’t.2 The
conclusions cannot be allowed to stand, and a
subsequent analysis shows no significant difference in
outcome between women in the two countries known
to have diabetes before pregnancy.2 Studies are most
commonly retracted because of fraud, but there is no
question of misconduct in this case. It was a simple

mistake, and as soon as the authors realised it they
asked us to retract the study.2 But when should editors
retract studies?

Retraction is topical following two recent high pro-
file cases. Nature Medicine has just retracted a German
study that described how three patients with metastatic
kidney cancer responded to a vaccine produced by fus-
ing their tumour cells with immune cells.4 5 w1 An ombuds-
man’s committee from Göttingen University conducted
an inquiry. It did not find scientific misconduct but did
find negligence in the documentation of the trial and
preparation of the manuscript. Some of the 17 authors
needed convincing that the study should be retracted.
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The second retraction concerns a study in Science
that showed that injection of 3,4-methylene-
dioxymethamphetamine (ecstasy) into primates at
doses close to those used recreationally caused severe
damage to dopaminergic neurons.6 7 w2 The research
was widely reported, including in the BMJ,w3 with the
suggestion that the widespread use of ecstasy might
cause an epidemic of Parkinson’s disease. The authors
asked for the study to be retracted once they realised
that nine of the 10 animals had been given the wrong
drug. The bottle was mislabelled.6

Some critics have accused the authors of “rushing
their results into print” because of discussions in the
US Congress on legislation to curb the use of ecstasy.w2

Colin Blakemore, a professor of physiology from
Oxford and chief executive designate of the Medical
Research Council, said that it was “hard to see how that
process [peer review] operated properly in the case of
this article” and that “respect for science” had been
degraded.w2 w4 Some of the press have talked about
Science being humiliated by having to retract the article.

All this is over the top. Peer review works on trust. If
authors write that they injected a particular drug or
had 200 patients in their trial, then they are believed.
Nobody asks to see the drug and analyse it or to see the
records of the 200 patients. Peer review will sometimes
pick up fraud, but it isn’t designed to do so—and mostly
doesn’t.8 Peer review is held to be almost sacred within
science, and yet accumulating evidence shows it to be
highly subjective, something of a lottery, and prone to
bias and abuse.w5 w6 Several studies—including some
undertaken by the BMJ—show that reviewers are poor
at detecting major errors that are apparent in the text.w7

w8 They cannot be expected to detect errors that are not
apparent from the text.

All journals publish studies that turn out eventually
to be nonsense. All studies have some flaws, and critics
often call for studies to be retracted. There were calls
for us to retract our recent study on passive
smoking.w9 w10 Subjects who felt abused by the Bristol
Cancer Help Centre study, which wrongly said that
women who went to the centre were likely to die
sooner than “controls,”9 went as far as the Charity
Commission to try to get the study retracted. Many
would like to see a retraction of the Lancet paper that
linked the MMR (measles, mumps, and rubella) vaccine
with autism.10 Indeed, almost every week people call for
retraction of papers they don’t like.

Many use the word retraction loosely. They
probably mean that they want the editors to make
clear that there are great anxieties over the studies. To
editors retraction is a formal process that means that
the study will be marked as retracted in Medline, their
own index, and other indices—with the implication
that it should be ignored. In fact retracted studies con-
tinue to be cited, usually without any indication that
they have been retracted.w11 In a paper world the
retracted studies could not be entirely destroyed
(although in a recent case—here retraction was
inappropriate—the publisher urged subscribers to tear
out the pagesw12), but in an electronic world they could
be deleted. Editors and publishers mostly don’t do
so—because it destroys the scholarly record. For the
same reason we don’t go back and correct the
electronic pages: rather, we leave the error and make
clear in the original that there is a correction.

Studies are most commonly retracted because they
are fraudulent. Since 1994, when bmj.com began, the
BMJ has retracted three studies and one letter, all
because of fraud. As far as the editorial team can
remember we have only once before retracted a study
because of a major error.11 12 Studies should certainly
be retracted when discovered to be fraudulent—
because even if the distortion of the data seems small
there are immediately questions about the integrity of
all the data: the trust that underpins peer review is
destroyed. Questions are also immediately raised about
previous studies by the authors. But even retractions
for misconduct are not straightforward. Some miscon-
duct is minor. Should a study be retracted because
authors fail to declare competing interests? Probably
not, but it’s a form of misconduct—and there are many
other minor forms of misconduct. When does the con-
duct become sufficiently major to retract the article?

Still more difficult is the decision over when to
retract a flawed study. Retraction is surely right for the
Nature Medicine, Science, and BMJ papers, but it wouldn’t
seem to be right for the Lancet’s MMR study. It’s widely
regarded as a very weak study, but “what you see is what
you get.” The weaknesses are there for all to see, while
the defects in the three retracted studies are not appar-
ent from what has been published. The severe defects
in the Bristol Cancer Help Centre study are largely
apparent—and so retraction is probably not appropri-
ate, even though the conclusions go well beyond the
strength of the methods and results.

Retraction should thus be reserved for studies that
involve scientific misconduct and severe errors that are
not discernible from the text. But when retraction is
indicated editors should not hesitate. There is no need
for shame. Retractions are like corrections. Excellent
publications—like the New York Times—are full of
corrections, whereas inferior publications—like British
tabloid newspapers—have few. Everybody makes
mistakes but not everybody admits them.
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